Chest wall is a rare involvement localization of tuberculosis, though uncommon are frequently seen in countries endemic to the disease. In this report, a tuberculosis case with chest wall involvement is presented.
INTRODUCTION
Chest wall is a rare localization of tuberculosis abscess; even though it is not common may be frequently encountered in the countries endemic to the disease. Skeletal localization of this disease is not common, accounting for only 2.6% of all cases (1) .
CASE
Twenty two years old man was admitted to our emergency service with chest pain, fever, losing 8 kilograms, a few non-hiperemic and fluctuating soft tissue lesions on anterior chest wall, in January 2004. The findings of examination were as follows; breath sounds were decreased on the left inferior zone and a thoracatomy scar was observed on the left hemithorax. He had no tuberculosis history in his family. He had a history of thoracic operation in May 2003 due to decortication, and the The susceptibility testing was performed with the standard critical concentration of isoniazid 0.1 µg/ml for 12B, rifampin 2 µg/ml for 12B, pyrazinamid 100µg/ml for 12B, ethambutol 2,5 µg/ml for 12B (2) . The isolated M.tuberculosis was found to susceptible to all the tested anti-tuberculous agents.
Case was assessed as a 'Cold Abscess' and treatment was initiated with isoniazid 300 mg, rifampicin 600 mg, ethambutol 1500 mg, morphozinamid 2500 mg combination. Treatment duration was planned as twelve months.
Four antituberculous drugs were administered for two months, and following 10 months the treatment was continued with isoniazid 300 mg and rifampicin 600 mg. Radiographic and complete clinical remission were observed in the case after 12 months treatment. Figure 3 shows the chest radiograph showing complete remission after 12 months treatment and Figure 4 demonstrates CT scan of the chest after 7 months of treatment showing marked regression in the lesions.
DISCUSSION
Tuberculosis locations in the chest wall are not common; this location was seen less than 10% of skeletal tuberculosis. Even if thoracic vertebral locations are included, chest wall involvement remains rare (1). Medical treatments often fail with tuberculosis abscesses in the chest wall (3). Faure and colleagues (4) reported tuberculosis abscess of chest wall. In his study, cases had history of tuberculosis in 15/18 patients (83.3%) and 17.4% of the patients were treated with medication. In our case, there was no tuberculosis history.
In our case, cold abscess was diagnosed by the bacteriologic diagnostic methods, except PCR. Cold abscess of chest wall are generally solitary lesions but multiple lesions are possible: 12 of 14 patients in Burke's study had a single mass (5). In our case, multiple pleural lesions and destruction of ribs were observed. The ages of patients are variable: according to the some authors, patients are often between 15 and 35 years old (6) . For some authors, the mean age is higher than 50 years old (7).
There are four mechanisms in the pathogenesis of tuberculosis abscess in the chest wall. First, there is pleural thickening, and visceral pleura adheres to parietal pleura by tuberculous pleural lesions. Second a chest wall abscess develops by means of localized empyema tissue from the tuberculous pleuritis and ruptures the soft tissue of the chest wall. Third, M.tuberculosis in the thoracic cavity disseminates the soft tissue of the chest wall at the time of puncture in tuberculous pleural effusion and empyema. Fourth, M.Tubercolosis infiltrates by means of blood the soft tissue of chest wall by miliary tuberculosis, and constructs abscess (8) . We thought that first and second mechanisms may be possible mechanisms related to our case. The diagnosis of tuberculosis abscess in chest wall is made by bacteriologic examination. Nokana and coworkers (4) reported that positive rate of acid-fast bacilli was 35% and positive rate of culture was 60%. In our case, acid-fast and tuberculosis culture were positive. There is no consensus in the treatment of tuberculous abscess; some studies reported successfully treated patients with a current chemotherapy regimen (7). Paul et al. (9) recommended that the treatment should not be longer than 12 months with two antituberculous drugs. Faure et al (1) recommended combination of surgical and antituberculous drugs for reducing the recurrence of tuberculosis. Chen and coworkers successfully treated 3 patients with current antituberculous drugs, and reported no need for surgical procedures (7). According to Kaufmann, resection of a part of the rib is necessary, even it is macroscopically normal, because the origin of abscess is deeper (10) . We observed completed remission with 12 months of antituberculous treatment.
In conclusion, cold abscesses of chest wall are not common. Antituberculous combination chemotherapy should be recommended as initial treatment. If the patient improves, medical therapy should be continued. Surgical treatment option should be always keep in mind, if the medical treatment is not effective.
